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. Operative photograph showing the mass protruding through the mitral orifice Case presented to Clinical Section 11 November 1988 An elderly patient presented with symptoms, signs and investigations suggestive of a left ventricular myxoma. At operation, the mass proved to be a pedunculated left ventricular thrombus. This unusual presentation of intracavity thrombus is emphasized.
Case report
A previously healthy 71-year-old woman presented with a 2-month history of pyrexia, anorexia, nausea and two episodes of syncope. Clinical examination was normal. Laboratory investigations revealed an erythrocyte sedimentation rate of 80 mm in the first hour and C-reactive protein of 212 mg/l (normal < 10). Electrocardiography demonstrated sinus rhythm with right bundle branch block. Chest X-ray showed small bilateral pleural effusions.
Blood and urine cultures were negative, but the patient was treated empirically with intravenous antibiotics (benzylpenicillin 4 mega units 4 hourly and gentamicin 80 mg three times a day). Her condition improved. After 10 days, however, she developed splinter haemorrhages and atrial fibrillation with rapid ventricular response, which was treated with digoxin and amiodarone. Echocardiography revealed a highly mobile, pedunculated mass arising from the left ventricular apex and protruding into the mitral orifice (Figure 1). A diagnosis of left ventricular myxoma was made and the patient referred for urgent surgery.
At operation, there was a moderate pericardial effusion, mucopurulent in appearance: culture later demonstrated it to be sterile. The anterior surface of the heart contracted poorly and there were intrapericardial adhesions. There was severe palpable atheroma in the proximal left anterior descending coronary artery: the other coronary arteries appeared normal.
On cardiopulmonary bypass with hypothermic, cardioplegic myocardial preservation, a left atriotomy was performed and the left ventricle explored through the mitral valve. A pedunculated mass, narrowly attached to the left ventricular apex, was protruding through the mitral orifice ( Figure 2 ). The mass was excised, its root peeling easily off the endocardium.
Macroscopically, the mass appeared to be a thrombus: histological examination confirmed this impression and showed no evidence of myxoma.
Postoperatively, the patient recovered uneventfully. Oral anticoagulation was instituted 24 h postoperatively.
Discussion
Left ventricular myxoma is a rare condition, accounting for only 2.5% of cardiac myxomata'. It occurs most commonly in women under 30 years of age, often with symptoms and signs of embolization. Syncopal attack, from left ventricular outflow obstruction, occurs in up to 50% of cases'.
Left ventricular thrombus, however, is a frequent complication of myocardial infarction, occurring in up to 30% of patients following transmural anterior infarction", Although wide-based thrombus is common, pedunculated left ventricular thrombus is very rare". Echocardiography is The Royal Society of Medicine sensitive in detectioning left ventricular mass'':', but cannot distinguish thrombus from myxoma">, However, the high risk of embolization favours surgical removal of both pedunculated thrombus and myxoma", Our patient's presentation was unusual. The combination of constitutional symptoms, syncopal attacks, absence of chest pain and echocardiographic findings of a mobile, pedunculated mass strongly suggested the diagnosis of left ventricular myxoma, despite her advanced age.
At operation, however, the atheroma in the proximal left anterior descending coronary artery, dyskinesia of the anterior surface of the left ventricle and intrapericardial adhesions indicated, in the absence of a history of chest pain, that she had sustained a silent but full-thickness myocardial infarction. Silent infarction is more frequent than is commonly supposed, occurring in 20-30% of myocardial infarctions'i". In our patient, right bundle branch block may have obscured electrocardiographic evidence of infarction.
We presume the constitutional illness, which resembled that commonly associated with myxoma, to be a postinfarction (Dressler's) syndrome following the silent myocardial infarction.
The combination of unrecognized, silent myocardial infarction, Dressler's syndrome and pedunculated left ventricular thrombus led to the mistaken diagnosis of left ventricular myxoma. Operative resection of the mass
Churg-Strauss syndrome
Departments of lImmunology and 2Pathology, Institute of Medicina 1°, Hospital G Fornaroli, Via Donatori di Sangue 52,20013 Magenta, Milan, Italy Keywords: asthma; corticosteroids; allergic granulomatous angioitis Allergic granulomatous angioitis (Churg-Strauss syndrome, CSS) is a systemic vasculitis in patients with eosinophilia greater than 1.5x 10 911 and history of asthma. CSS is steroid responsive: asthma and eosinophilia improve rapidly and, usually, vasculitis requires no other immunosuppressive agents.
We report a case of CSS in whom the history of the syndrome and diagnosis were delayed by previous long-term therapy with steroids for severe asthma.
Journal of the Royal Society of Medicine Volume 83 October 1990 651 was nevertheless appropriate, the patient making a full recovery. Med 1984; 311:1144 -7 (Accepted 31 May 1990 We treated the patient with amoxicillin, theophilline, salbutamol and 75 mg daily of prednisolone, with rapid clinical improvement. The spirometric values and chest X-rays returned to normal.
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The follow-up in outpatients was characterized by a general improvement and normal spirometric values with the gradual suspension of the steroids in 3 months. In the following 8 weeks asthenia and weight loss (7 kg) occurred, followed by migratory arthralgias, myalgias and subcutaneous nodules in the abdomen, forearms, knees and legs, and minimal broncospasm Other organs were not involved.
At two successive check-ups mild normocytic anaemia (Hb 10 g/dl), leukocytosis (13670/mm 3 ) with eosinophilia (33%: 5.6xl0 9 /l) were found. The biopsy of the nodules showed subcutaneous granulomas with multinucleated giant cells, epithelioid cells, lymphocytes and few eosinophils (Figure 1 ). Prednisolone 60 mg daily was reintroduced bringing about a rapid improvement in general conditions and weight increase. Eosinophilia and subcutaneous nodules disappeared.
Case report
A 46-year-old woman was hospitalized with cough and severe wheezing. Her past history included perennial rhinitis and asthma from the age of 13 years. Skin prick tests for common inhalant allergens (including Aspergillus fumigatus) had been negative. In the previous 24 months she had been continually treated with 20-60 mg prednisolone daily for asthma.
A few hours before admission, she had received 500 mg of hydrocortisone intravenously; the spirometric values showed: FEV! (forced expiratory volume in one second) 1.48 litres (50%); FVC (forced vital capacity) 2.96 litres (82%); PEF (peak expiratory flow) 208 l/min (54%); FEV/FVC: 50%; laboratory findings demonstrated a raised erythrocyte sedimentation rate and leukocytosis with neutrophilia (18920/mm 3 , 93%).
Chest X-rays showed a diffuse interstitial infiltrative pattern and an infiltrate at the base of the right lung. 
